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|. PURPOSE AND SUMMARY OF THE BILL

The Substance Abuse and Mental Health Services Administra-
tion (SAMHSA), was created in October 1992 by “The Alcohol,
Drug Abuse, and Mental Health Administration (ADAMHA) Reor-
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ganization Act” (P.L. 102—-321) to reduce the incidence of substance
abuse and mental illness.

The fields of substance abuse treatment and prevention and
mental health have changed considerably. So must the Federal ap-
proach in addressing these major public health issues. The purpose
of “The SAMHSA Reauthorization, Flexibility Enhancement, and
Consolidation Act” is to:

Reauthorize the SAMHSA to continue to improve the quality
and availability of substance abuse prevention and treatment
and mental health services to the people most in need;

Consolidate 26 separate categorical authorities to streamline
Federal management;

Strengthen the relationship between the Federal Govern-
ment and States in improving the health of individuals with
these illnesses;

Increase the flexibility of States and local communities to ad-
minister service programs needed in their communities to im-
prove the health of their constituents; and

Improve program effectiveness and accountability through
data collection and “benchmarking.”

Presently, many are debating the merits of traditional block
grants and categorical grants. Traditional block grants are broader
in scope and offer greater State discretion in the use of funds. How-
ever, accountability may be a problem because of the limited type
of information available to allow Congress and program managers
to effectively oversee block grants. On the other hand, categorical
grants are narrower in scope, with greater Federal control; yet they
provide more accountability.

Nevertheless, both block grants and categorical grants have led
to some concerns. There has been concern about accountability
among members of Congress on where Federal resources were
going and what they were buying. Categorical grant funds could
provide accountability but they could not provide flexibility to ad-
dress most State-specific priorities. Conversely, block grants pro-
vided States with greater flexibility to address State-specific needs
but could not demonstrate accountability.

The current Substance Abuse Prevention and Treatment (SAPT)
and the Community Mental Health (MH) Block Grants are a com-
bination of traditional block grants and categorical grants. The
SAPT and MH Block Grants have numerous set-asides and man-
dates which provide limited accountability and flexibility for States
to address State-specific priorities.

According to a General Accounting Office report (“Block Grants
Characteristics, Experience, and Lessons Learned” GAO/HEHS-
95-74) on block grants “there clearly is a need to focus on account-
ability for results.” Consequently, many have been thinking about
blending the two approaches—"“no strings” block grants and cat-
egorical grants.

As a result, the committee considered legislation to promote ac-
tive participation between the States and Federal Government into
what are called performance partnerships. Thus, the centerpiece of
this legislation is the establishment of Performance Partnership
Grants (PPGs). PPGs provide the opportunity for the Federal Gov-
ernment and States to focus on meeting the needs of persons who
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suffer from mental illness and substance abuse. These “partner-
ship” block grants would increase State flexibility in the use of
mental health and substance abuse block grant funds while im-
proving program accountability.

PPGs would establish a new basis for grant relationships be-
tween the Federal Government and States. This modification to the
traditional block grants would direct the States and Federal Gov-
ernment to develop a continuing Federal-State partnership to make
significant improvements in health outcomes for their constituents.
Further, the PPGs would:

Provide States with increased control over setting their pri-
orities for the expenditure of grant funds and managing their
grant programs. In exchange, both States and the Federal Gov-
ernment will accept greater accountability for achieving re-
sults;

Support improvement in Federal and State data systems so
that officials at all levels will be able to make decisions based
on clearer and more quantifiable measures of the public's
health;

Provide taxpayers and their representatives in State legisla-
tures and the Congress with better information about the re-
sults that are achieved from program expenditures. This will
document clearly how our investment in public health is im-
proving the health of the American people.

SUMMARY OF THE MENTAL HEALTH PROVISIONS

The mental health provisions of S. 1180 would:

1. Reauthorize the mental health block grant as a Performance
Partnership Block Grant (PPG). Each State and the Federal Gov-
ernment would work in partnership to develop goals and perform-
ance objectives to improve the mental health of adults with serious
mental illness and children with serious emotional disturbances.
Each State would submit a performance partnership proposal
based on the State-selected goals and objectives for which the State
would be held accountable. Funding for this PPG would be author-
ized at $280 million in fiscal year 1996 and “such sums” as nec-
essary for each of the fiscal years 1997 through 1999.

2. Establish a transition provision for implementing the PPGs.
States would begin the PPGs no sooner than October 1, 1997. This
transition period would allow for the development of partnerships
between the Federal Government and the States to: (1) develop the
menu of objectives; (2) carry out a technical analysis of the avail-
ability, relevancy, and sufficiency of existing data sets; and (3) de-
velop a plan to address insufficient data systems.

3. Eliminate set-asides. The current 10 percent set-aside to pro-
vide services for children with serious emotional disturbances
would be repealed.

4. Consolidate 4 demonstration authorities into a general author-
ity for priority mental health needs of regional and national signifi-
cance. This section repeals separate categorical authorities for pro-
grams relating to: (1) clinical training and AIDS training; (2) com-
munity support programs; (3) homeless demonstrations; and (4)
AIDS demonstrations. Each current demonstration grant would
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continue under the same terms and conditions until the expiration
of the grant period.

Through this single demonstration and training authority, the
SAMHSA could provide technical assistance, conduct applied re-
search, or conduct demonstration projects to address compelling
mental health prevention and treatment needs of regional and na-
tional importance. All support for a specific project would be lim-
ited to 5 years.

Funding for this authority would be authorized at $50 million for
each of the fiscal years 1996 and 1997 and $30 million for each of
the fiscal years 1998 and 1999. This reduction reflects the expira-
tion of the Access to Community Care and Effective Services and
Supports (ACCESS) program at the end of fiscal year 1997 and
transfers the authorized funding of approximately $21 million to
the Projects for Assistance in Transition from Homelessness
(PATH) program in fiscal year 1998. This funding level represents
a 10 percent reduction from the combined totals of the 4 dem-
onstration programs consolidated.

5. Continue the current PATH provisions. This provision will re-
tain a focus on the expansion of services for the mentally ill home-
less. The major problem currently facing the mentally ill homeless,
regardless of whether they receive outpatient commitment is the
lack of adequate treatment capacity. Continuation of the PATH
program would assure that services for the mentally ill homeless
are either maintained or expanded. Funding for this block grant
would be authorized at $29 million for each of the fiscal years 1996
and 1997 and $50 million for each of the fiscal years 1998 and
1999. The increase in funding reflects the transfer of approximately
$21 million from the ACCESS program to the PATH program be-
ginning in fiscal year 1998.

6. Continue the Children’s Mental Health Services Program.
Through this separate demonstration and training authority, ap-
propriate community services for children suffering from severe
mental disorders would continue as provided for under current law.
Funding for this authority would be authorized at $60 million in
fiscal year 1996 and “such sums” as necessary for each of the fiscal
years 1997 through 1999.

7. Permit States to provide funding to for-profit organizations in
order to facilitate integration of services. This provision would pro-
vide flexibility for States to utilize the services of mental health
managed care programs to operate Medicaid-managed mental
health programs.

8. Permit the Secretary to reserve up to 5 percent of funds for
data collection, technical assistance, and evaluations. This provi-
sion would permit the Secretary to reserve up to 5 percent of the
amount appropriated in any fiscal year for necessary data collec-
tion development and strengthening, technical assistance, and pro-
gram evaluation.

SUMMARY OF THE SUBSTANCE ABUSE TREATMENT AND PREVENTION
PROVISIONS

The substance abuse prevention and treatment provisions of S.
1180 would:
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1. Reauthorize the substance abuse prevention and treatment
services block grant as a Performance Partnership Block Grant
(PPG). Each State and the Federal Government would work in
partnership to develop goals and performance objectives. The State
needs-assessments could be utilized to assist States in selection of
their objectives. State-selected objectives would: (1) reduce the inci-
dence and prevalence of substance abuse and dependence; (2) im-
prove access to appropriate prevention and treatment programs for
targeted populations; (3) enhance the effectiveness of substance
abuse prevention and treatment programs; and (4) reduce the per-
sonal and community risks for substance abuse. Funding for this
authority would be authorized at $1.3 billion in fiscal year 1996
and “such sums” as necessary for each of the fiscal years 1997
through 1999.

2. Establish a transition provision for implementing the PPGs.
States would begin the PPGs no sooner than October 1, 1997. This
transition period would allow for the development of partnerships
between the Federal Government and the States to: (1) develop the
menu of objectives; (2) carry out a technical analysis of the avail-
ability, relevancy, and sufficiency of existing data sets; and (3) de-
velop a plan to address insufficient data systems.

3. Repeal certain set-asides and mandates. Set-asides for alcohol
and drug prevention and treatment activities would be repealed
upon enactment of this legislation. Also, States would be required
to follow current law for other set-asides until the PPGs begin in
fiscal year 1998, and the following mandates and set-asides are re-
pealed:

A minimum allocation of funds for services to pregnant
women and women with dependent children;

Timely access to treatment for injecting drug users;

Provision of tuberculosis and HIV early intervention serv-
ices;

Submission of an annual Statewide assessment of needs;

Establishment of State revolving loans for group homes for
recovering substance abusers.

Because the PPGs are designed to ensure accountability through
State-selected objectives and data-driven decision making, these
provisions are no longer needed to assure accountability when the
PPGs are implemented.

4. Maintain a treatment focus for women and injecting drug
users (IDUs). This provision would require a substance abuse treat-
ment preference for women and a priority admission for IDUs and
others who are at greatest risk for HIV infection. Because IDUs
and other types of substance abusers (i.e., crack-cocaine users) are
among the highest at-risk exposure categories for HIV infection,
this provision would require grantees to grant IDUs and other sub-
stance abusers determined to be at risk for HIV infection priority
admission to treatment services.

Further, because pregnant substance-abusing women require im-
mediate and unique services, this provision would require grantees
to continue to grant pregnant women preference in admission to
treatment services and program.

5. Retain the 20 percent set-aside for primary prevention activi-
ties.



6

6. Consolidate 13 demonstration programs into 2 separate au-
thorities for substance abuse prevention and treatment needs of re-
gional and national significance. This section would repeal separate
categorical authorities for programs relating to: (1) residential
treatment programs for pregnant women, (2) demonstration
projects of national significance, (3) substance abuse treatment in
State and local criminal justice systems, (4) training in the provi-
sion of treatment services, (5) outpatient treatment programs for
pregnant and postpartum women, (6) employee assistance pro-
grams, (7) national capital area demonstration, (8) capacity expan-
sion (categorical grant) programs, (9) community prevention pro-
grams, (10) national capital area demonstrations, (11) clinical
training of substance abuse prevention professionals, (12) high-risk
youth, and (13) public education and information dissemination.
Through these separate consolidated demonstration and training
authorities, the SAMHSA could provide technical assistance, con-
duct applied research, or conduct demonstration projects to address
compelling substance abuse prevention and treatment needs of re-
gional and national importance. All support for a specific project
would be limited to 5 years.

Funding for the prevention authority would be authorized at
$215 million and for treatment, $195 million in fiscal year 1996
and “such sums” as necessary for each of the fiscal years 1997
through 1999. These funding levels represent a 10 percent reduc-
tion from the combined total of the 13 demonstration programs con-
solidated in these authorities. In the event of reductions in the ap-
propriations for the demonstration and training programs, the Sec-
retary would decide which existing programs to reduce or elimi-
nate.

7. Permit States to provide funding to for-profit organizations in
order to facilitate integration of services. This provision would pro-
vide flexibility for States to utilize the services of substance abuse
treatment managed care programs to operate Medicaid-managed
substance abuse treatment programs.

8. Permit the Secretary to reserve up to 5 percent of funds for
data collection, technical assistance, and evaluations. This provi-
sion would permit the Secretary to reserve up to 5 percent of the
amount appropriated in any fiscal year to assist States with devel-
oping and strengthening their capacity for data collection. Also, the
Secretary could use these funds for necessary data collection, tech-
nical assistance, and program evaluation.

9. Reduce the tobacco regulation penalty. This provision would
reduce the current penalty applied to a State when it fails to pro-
hibit effectively the sale of tobacco products to individuals under
the age of 18. This provision would reduce the current penalties by
one-half.

SUMMARY OF GENERAL PROVISIONS, PROTECTION AND ADVOCACY, AND
INSTITUTES OF THE NATIONAL INSTITUTES OF HEALTH

Other provisions of S. 1180 would:

1. Permit the transfer between substance abuse and mental
health allotments. This provision would permit States to transfer
up to 10 percent of their funds between the mental health and the
substance abuse PPGs.
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2. Reauthorize Protection and Advocacy for Mentally 11l Individ-
uals. This program would be reauthorized for 3 years and is re-
named the “Protection and Advocacy for Individuals with Mental
IlInesses Act of 1986.”

3. Reauthorize the National Institute on Alcohol Abuse and Alco-
holism (NIAA), the National Institute on Drug Abuse (NIDA) and
the National Institute of Mental Health (NIMH). This provision re-
authorizes each of the Institutes and programs for only 1 year in
order to correspond with the reauthorization of the entire National
Institutes of Health in 1996.

Il. BACKGROUND AND NEED FOR LEGISLATION

The incidence of substance abuse—the abuse of alcohol and illicit
drugs—and of mental illness has been for many years a matter of
concern in the United States. The 1993 National Household Survey
on Drug Abuse showed that more than 77 million persons reported
that they had used illicit drugs at some time during their lives. The
most commonly used illicit drug was marijuana, and the next most
commonly used drugs were prescription-type psychotherapeutic
drugs and cocaine. Almost 70 million persons reported using mari-
juana, 23 million reported using cocaine, 4 million reported using
crack cocaine, 18 million reported using hallucinogens, and more
than 2 million reported using heroin at some time during their
lives. According to this survey, an estimated 37.2 percent of the
household population aged 12 and older in the United States re-
ported that they had used one or more illicit drugs in their life-
times, 11.8 percent had used illicit drugs in the past year, and 5.6
percent had used them in the last month. Estimates indicate that
nearly 18 million persons aged 18 and older have problems related
to alcohol abuse and alcoholism.

The Office of National Drug Control Policy, in its 1995 National
Drug Control Strategy report, reports increasing evidence of two
disturbing trends in substance abuse in the United States. First,
surveys indicate that rates of illicit drug use are rising among the
Nation’s youth, and second, the use of heroin is increasing, particu-
larly because those who already are drug users are adding heroin
to the list of drugs they consume. In addition, there are new users
of heroin, many of them young people. This increase of drug use
among youth threatens the progress that has been made in recent
years and could lead to an upsurge in the number of chronic, hard-
core drug users and the problems they create.

Antidrug messages appear to be losing their potency among
young people. Drug-use surveys report that adolescents are increas-
ing their use of illicit drugs, particularly marijuana and
hallucinogens. The Monitoring the Future study, also known as the
High School Seniors Survey, found evidence in its 1991 study that
attitudes against regular use of marijuana were weakening among
youth, and this attitude change was followed by an increase in re-
ported drug use in the 1992 survey. For the second year in a row,
past-month use of marijuana, as well as other drugs such as stimu-
lants, hallucinogens, and inhalants, continued to increase among
this population.

Concerning mental illness, almost one in three people will have
a mental illness in a given year while more than one in two people
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will have a mental disorder during his or her lifetime. Mental dis-
orders can strike cruelly, producing hallucinations, paranoia, de-
pression, panic, and obsessions. Some persons with serious mental
illness experience moderate problems, while others have severe
problems that continue over a long period of time. The population
of persons with serious mental illness is a heterogeneous group
with different diagnoses, different levels and duration of disability,
and therefore, different needs. Because of these disorders, many in-
dividuals are unable to complete their education, maintain employ-
ment, or lead productive lives. A 1992 survey conducted by the Na-
tional Center for Health Statistics and the National Institute of
Mental Health (NIMH) estimated that there are approximately 3.3
million persons 18 years old or older in the civilian
noninstitutionalized population of the United States who had a se-
rious mental illness in the years preceding the survey. Approxi-
mately 2.6 million of these adults are limited by their disorder in
work, personal care, social functioning, concentrating, and coping
with day-to-day stress.

Approximately 77 percent of persons with a serious mental ill-
ness saw a mental health professional in the year before the sur-
vey. Among those who did not see a mental health professional,
most had seen a doctor or other health professional. Serious mental
illnesses comprise a wide range of disorders including psychoses,
neuroses, schizophrenia, personality disorders, organic brain syn-
drome, depression, and others. The prevalence of mental disorders
is high. Over 8 percent of Americans will experience a depressive
illness in their lifetime. Almost 15 percent will be diagnosed with
an anxiety disorder such as panic disorder or obsessive-compulsive
disorder. Approximately 1.7 million to 2.8 million Americans cur-
rently suffer from a persistent and severely disabling mental dis-
order such as schizophrenia or bipolar disorder (formerly known as
manic depressive illness).

Throughout the last 30 years, the Congress has enacted legisla-
tion to create and support a variety of Federal programs to support
research into the causes and treatment of substance abuse and
mental illness and to establish and support programs of prevention
and treatment. These programs, formerly under the Alcohol, Drug
Abuse, and Mental Health Administration (ADAMHA), are cur-
rently administered by the National Institutes of Health (NIH) in
3 institutes—the National Institute of Mental Health (NIMH), the
National Institute on Drug Abuse (NIDA), and the National Insti-
tute of Alcohol Abuse and Alcoholism (NIAAA). The Substance
Abuse and Mental Health Services Administration (SAMHSA) of
the Department of Health and Human Services (HHS), focuses on
treatment and services for individuals who are mentally ill or
chemically dependent.

The first legislation to establish a Federal program for the sup-
port of treatment in this area was the Community Mental Health
Centers Construction Act of 1963 (P.L. 88-164) which authorized
Federal grants to the States for the construction and expansion of
community centers for the treatment of persons with mental ill-
ness. Funds were allocated to the States on the basis of population,
extent of facility need, and State financial need. Amendments to
the legislation in 1965 added Federal support for the initial staffing
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of community mental health centers. Additional amendments in
the subsequent years expanded the program further.

The 1968 Alcohol and Narcotic Addict Rehabilitation Amend-
ments broadened the mental health centers program by adding
construction and initial staffing assistance for centers and other
specialized facilities for the treatment of alcoholism and narcotics
addiction. This was intended to provide an incentive for localities
to initiate new services for persons with alcohol or other substance
abuse problems. In subsequent years, the Comprehensive Alcohol
Abuse and Alcoholism Prevention, Treatment, and Rehabilitation
Act of 1970, (P.L. 91-616) and the Drug Abuse Office and Treat-
ment Act of 1972 (P.L. 92-255) established separate programs to
focus Federal activities on research, prevention, treatment, and re-
habilitation of persons with substance abuse problems. These in-
cluded formula grants to States and project grants for alcohol and
drug abuse treatment and prevention programs. These two pieces
of legislation also established two agencies, the National Institute
on Alcoholism and Alcohol Abuse (NIAAA) and the National Insti-
tute on Drug Abuse (NIDA), to administer the respective grant pro-
grams and related activities in research, training, prevention, and
public information. In 1974, the two institutes were combined with
NIMH under ADAMHA, which became the lead agency in the De-
partment of Health and Human Services (HHS) on substance abuse
and mental health activities.

In 1981, the separate alcohol and drug abuse project and formula
grants to the States, along with the community mental health cen-
ters grant program, were consolidated, under the Omnibus Budget
Reconciliation Act (P.L. 97-35), into the Alcohol, Drug Abuse, and
Mental Health Services Block Grant. This block grant authorized,
under title XIX of the Public Health Service (PHS) Act, the provi-
sion of funds to States for prevention, treatment, and rehabilitation
programs and activities to deal with alcohol and drug abuse. Also,
grants were provided to community mental health centers for the
provision of mental health services, including services for individ-
uals with serious mental illness, children and adolescents with se-
vere mental disturbances, elderly individuals with mental illness,
and other underserved populations.

ADAMHA continued to administer title XIX as well as title V of
the PHS Act, which authorizes related substance abuse and mental
health programs and activities in the areas of prevention and bio-
medical, clinical, and services-related research, through October 1,
1992. The ADAMHA Reorganization Act of 1992, signed into law
on July 10, 1992, as P.L. 102-321, split the block grant into two
separate block grants—one for substance abuse prevention and
treatment and the other focusing on community mental health
services. It also transferred NIAAA, NIDA, and NIMH with their
research and related activities to the National Institutes of Health.
ADAMHA was renamed the Substance Abuse and Mental Health
Services Administration (SAMHSA), with its program focus on pre-
vention and treatment services.

I11. LEGISLATIVE HISTORY AND COMMITTEE ACTION

The SAMHSA Reauthorization, Flexibility Enhancement and
Consolidation Act of 1995, S. 1180, was introduced on August 10,
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1995, by Senator Kassebaum. The bill was referred to the Senate
Committee on Labor and Human Resources, which held a hearing
to consider the legislation on July 27.

On October 12, 1995, the committee held an executive session to
consider S. 1180. An amendment in the nature of a substitute was
brought up for consideration by Chairman Kassebaum. Three
amendments were adopted in executive session, and S. 1180 was
ordered to be reported favorably to the full Senate by a rollcall vote
of 16 yeas.

A. AMENDMENTS ADOPTED BY VOICE VOTE DURING EXECUTIVE
SESSION

One amendment was adopted in executive session by voice vote.

1. Senator Wellstone offered an amendment to provide for sepa-
rate authorities for priority substance abuse prevention and treat-
ment demonstration and training needs of regional and national
significance.

B. FOUR ROLLCALL VOTES WERE TAKEN DURING EXECUTIVE SESSION

1. The Kassebaum amendment replaced the homeless mentally
ill provisions with a provision to reauthorize the Projects for Assist-
ance in Transition from Homelessness (PATH) program. The com-
mittee unanimously adopted the amendment by a rollcall vote of 16
yeas.

YEAS NAYS

Kassebaum
Jeffords
Coats
Gregg
Frist
DeWine
Ashcroft
Abraham
Gorton
Kennedy
Pell

Dodd
Simon
Harkin
Mikulski
Wellstone
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2. Senator Kennedy offered an amendment to delete section 312,
relating to nondiscrimination and institutional safeguards for reli-
gious providers. It failed by a rollcall vote of 8 to 8.

YEAS NAYS
Kassebaum Kennedy
Coats Pell
Gregg Dodd
Frist Simon
DeWine Harkin
Ashcroft Mikulski
Abraham Wellstone
Gorton Jeffords

3. Initially, the chairman’s substitute failed by a tie rollcall vote
of 8 to 8.

YEAS NAYS
Kassebaum Kennedy
Coats Pell
Gregg Dodd
Frist Simon
DeWine Harkin
Ashcroft Mikulski
Abraham Wellstone
Gorton Jeffords

4. Senator Ashcroft then asked unanimous consent to strike sec-
tion 312 of the substitute, relating to nondiscrimination and insti-
tutional safeguards for religious providers. There was no objection
to Senator Ashcroft's request, and subsequently, the chairman’s
substitute was ordered to be reported favorably to the full Senate
by a rollcall vote of 16 yeas.

YEAS NAYS

Kassebaum
Jeffords
Coats
Gregg
Frist
DeWine
Ashcroft
Abraham
Gorton
Kennedy
Pell

Dodd
Simon
Harkin
Mikulski
Wellstone
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V. COMMITTEE VIEWS
GENERAL

The committee is particularly interested in the issues of account-
ability and flexibility as they relate to Federal and State efforts to
address problems of substance abuse and mental illness. Unfortu-
nately, there has been limited success in defining the State and
Federal roles in a way which satisfactorily meet both of these objec-
tives.

The "no-strings-attached” block grant approach offers substantial
State flexibility and is based on the philosophy that States are in
the best position to understand and respond to the public health
problems they face. Frequently, however, block grants provide no
means by which to assure accountability for Federal dollars.

Greater accountability can be obtained through categorical grant
programs, but it is gained at the expense of limiting the ability of
States to provide services specific for their constituents. Substance
abuse and mental health priorities are set, and grantees are funded
according to Federal—not State—priorities.

In addition, neither the block grant nor the categorical grant ap-
proach generates the kind of data necessary for either the States
or the Federal Government to adequately identify and address sub-
stance abuse and mental health concerns or to document what the
Federal Government’s investment is actually achieving.

In an environment of increasing fiscal constraints, substance
abuse and mental health programs that lack information about
their effectiveness—whether they are categorical programs or block
grants—risk serious reductions in funding or even elimination. The
committee believes that accountability based on solid information
is essential to the continued existence of mental health and sub-
stance abuse prevention and treatment programs.

In an effort to develop a better means for achieving the twin ob-
jectives of accountability and flexibility, the committee has devel-
oped legislation to promote “performance partnerships” between
the States and the Federal Government. The Performance Partner-
ship Grants (PPGs) authorized by S. 1180 are designed to enhance
the role of the Federal, State, and local governments in improving
the health of their people by increasing flexibility and reducing ad-
ministrative burdens; streamlining Federal management; and cre-
ating new relationships between the States and Federal Govern-
ment through outcome-oriented performance measures.

Block grants and PPGs are similar in that they both authorize
Federal formula assistance to States to support activities in certain
general program areas. However, there are important differences
between the two. The most significant differences are in the areas
of State responsibility and flexibility, performance measures and
accountability, and earmarks and set-asides.

PPGs are designed to reduce the role of the Federal Government
in setting State priorities and specifying how States must spend
block grant funds, promoting instead a “partnership” relationship
between the Federal Government and the State in addressing these
priorities. The new partnership would allow States greater flexibil-
ity in selecting objectives that meet State-determined needs.
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PPGs would also provide the States with increased control over
setting their own priorities for the expenditure of funds and the
management of grant programs by focusing on the results achieved
from those expenditures. State selection of performance objectives
would provide the States and Federal Government with informa-
tion about results—whether the State programs are effective in im-
proving health outcomes. As a result, taxpayers and their rep-
resentatives in State legislatures and the Congress will have better
information about the results achieved from program expendi-
tures—results measured in actual improvements in the health of
the American people.

The committee recognizes that accountability is essential to the
continued existence and effectiveness of mental health and sub-
stance abuse prevention and treatment programs. The committee
also recognizes that States require a greater degree of flexibility in
order to address the problems specific to their constituents.

As such, the purpose of this legislation is two-fold:

1. To achieve a continuing “partnership” between the States
and Federal Government aimed at improving prevention and
treatment services for individuals with or at risk for substance
abuse and mental illnesses; and

2. To strengthen the Federal and State capacity to obtain
useful information. Such information is needed to monitor the
nation’s health; detect the emergence of health problems at an
early stage—before they become dangerous and expensive;
identify where to target limited resources; document program
accomplishments; and evaluate program effectiveness.

Section 101. Replacement of the State plan program with perform-
ance partnerships

The committee expects the Secretary to work in partnership with
the States, Indian tribes, local governments, providers, consumers,
and families of consumers. The aim of this partnership is to de-
velop and update national benchmarks—measures for determining
a State’s performance in the provision of community-based mental
health services for adults with serious mental illness and children
with serious emotional disturbance.

The committee wishes to underscore the need for linkages be-
tween grantees and other relevant providers in such areas as juve-
nile justice, housing, and criminal justice. In addition, the commit-
tee believes that coordination between grantees, States, and other
relevant providers is critical in order to avoid duplication of serv-
ices and strengthening systemic efforts to deal effectively with re-
lated issues. The committee encourages SAMHSA to monitor a
grantee’s demonstrated development of such integrated, com-
prehensive community-based services for adults with serious men-
tal illness and children with serious emotional disturbances.

The committee expects the Secretary to negotiate individual per-
formance agreements with each State specifying State-specific pro-
gram goals, performance targets, and time frames. The committee
recognizes that States lack uniform data systems which are rel-
evant, sufficient, and appropriate to measure mental health out-
comes. Until such data systems become available to measure uni-
formly mental health outcomes, States may select process or capac-



14

ity objectives to measure. No State is obligated to enter into a per-
formance partnership agreement before October 1, 1997.

The committee believes effective substance abuse and mental
health programs would benefit from relevant, sufficient, and effec-
tive data collection activities. The committee recognizes that it is
also vital for the States and Federal Government to gather such in-
formation as efficiently as possible so that the States and Federal
Government do not divert scarce resources from the delivery of
mental health services that communities need.

The committee acknowledges the need for the Secretary of
Health and Human Services to consult with the States and others
in preparation for the implementation of the Performance Partner-
ship Grants. Further, the committee expects the Secretary and the
States to take into account all available information for identifying
high-priority mental health problems such as the special needs of
those who are homeless, dually diagnosed, and/or pregnant. The
committee intends for States to meet the health needs of American
Indians/Alaskan Natives who live within their boundaries.

Negotiations on performance partnerships

The committee emphasizes that the new formula grants author-
ized by this legislation are truly partnerships. Each State has the
authority to negotiate with the Secretary and the flexibility to se-
lect the most significant problems in the State that it intends to
address. The committee expects that the States and the Secretary
will make all reasonable efforts to agree on the Performance Part-
nerships to ensure that the most significant mental health needs
of the States are appropriately addressed.

Community participation

The committee believes that, under the Performance Partner-
ships, individuals will receive the greatest benefit when States con-
sider the viewpoints of local governments, providers, consumers,
and families of consumers. Thus, the legislation retains mental
health planning councils and section 1941 of the Public Health
Service Act.

Section 103. State opportunity to correct or mitigate failure to main-
tain effort

The committee remains concerned that States may redirect funds
previously allocated for mental health programs to meet other
State priorities. The committee strongly discourages such a prac-
tice.

The intent of this provision is to allow States which are not in
compliance with the maintenance-of-effort requirements 1 year,
after being informed, to correct or mitigate the situation. If the Sec-
retary determines that a State is not in compliance, the committee
expects that any penalty will be first imposed to allowances that
would not detract from the provision of mental health services for
the people most in need.

Section 104. Funding for organizations that are for-profit

The committee recognizes that, since 1981, for-profit entities
have not been eligible for block grant or categorical funding author-
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ized under this act. The committee believes that in order to im-
prove the quality and comprehensiveness of care, States may need
to integrate further their public and private health systems.

As such, it is the intent of the committee for this provision to
provide flexibility for States to utilize the services of mental health
managed care programs. This will allow States to operate Medicaid
and other managed mental health programs to facilitate integra-
tion of mental health services within each State to achieve stand-
ardization of care and cost reductions while continuing to ensure
quality service. Further, for the first time, this provision would
allow the Secretary to look at the relationship between the public
and nonprofit entities and the private for-profit sector.

Section 106. Data collection, technical assistance, and evaluations

The committee recognizes the need for States to develop and
strengthen their capacity for data collection in order to measure
mental health outcomes. The intent of the committee is to permit
the Secretary to reserve up to 5 percent of the amount appro-
priated in any fiscal year for necessary data collection, technical as-
sistance, and program evaluation. The committee encourages the
Secretary in partnership with the States, Indian tribes, local gov-
ernments, providers, consumers, and families of consumers to de-
velop data systems which are relevant, sufficient, and appropriate
to measure State-specific and national outcomes.

Section 107. Projects for assistance in Transition From Homeless-
ness Program

The committee strongly endorses the need for and reauthoriza-
tion of the Projects to Assist in the Transition from Homeless Pro-
gram (PATH). The committee recognizes the need to retain a focus
on the expansion of services for the mentally ill homeless. The deci-
sion of the committee to continue the PATH program would assure
that services for the mentally ill homeless are either maintained or
expanded.

On July 27, 1995, the Committee on Labor and Human Re-
sources held a hearing on the Substance Abuse and Mental Health
Services programs. Based on testimony presented on the outpatient
commitment of the gravely disabled mentally ill homeless proposal,
the committee believes the major problem currently facing the
mentally ill homeless, regardless of whether they receive outpatient
commitment or not, is the lack of adequate treatment capacity.

Because existing programs do not provide adequate treatment
options for the gravely disabled mentally ill homeless, the commit-
tee strongly encourages States, in partnership with physicians and
judges, to build outpatient capacity for those gravely disabled men-
tally ill homeless who have been committed. The committee rec-
ommends the inclusion of intensive case management, technical as-
sistance, training for judges, and procedures to protect patients’
civil rights as some of the areas to consider. The intent of the com-
mittee in increasing the authorization level of the PATH program
is to assist States with increasing their outpatient treatment capac-
ity for the gravely disabled mentally ill homeless.
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Section 108. Priority mental health needs of regional and national
significance and section 109 repeals

The intent of the committee is to consolidate programs by elimi-
nating separate categorical funding. Approximately 4 separate cat-
egorical programs would be consolidated into a mental health pre-
vention and treatment demonstration and training authority. This
consolidation will streamline program operations and provide en-
hanced flexibility to both States and the Federal Government. Fur-
ther, the committee believes a targeted demonstration agenda will
allow for the development of partnerships between the State, local,
and Federal Government to identify and prioritize major issues fac-
ing the mental health treatment fields.

The intent of this provision is to provide the Secretary with flexi-
bility to develop information and knowledge of immediate use to
service providers and policy makers. The committee expects the
Secretary in partnership with the State, local government, commu-
nity representatives, Indian tribes and tribal organizations to de-
velop projects that will be helpful to the State based on input from
these organizations.

The Secretary may make grants to and enter into contracts and
cooperative agreements with States, political divisions of States,
and private entities (including nonprofit, Indian tribes and tribal
organizations), and may establish financial matching, maintenance-
of-effort, nonsupplantation requirements. Each project will be re-
quired to have a strong evaluation component and to compare out-
comes against anticipated results. The committee expects that out-
comes will be reported on an ongoing basis throughout projects and
that results will be quickly disseminated to the States, local juris-
dictions, providers, consumers, and families of consumers.

The committee believes the mental health authority will provide
the Secretary the opportunity to assess innovative systems of pro-
viding comprehensive, integrated services to priority populations
such as the homeless, the dually diagnosed, and others. It will per-
mit the exploration into the provision of mental health services
through managed care systems and the development of quality
standards.

Further, the mental health provision allows the Secretary to de-
velop and evaluate new technologies. It also provides authority for
the Secretary to assess methods to train specialty and primary care
personnel to meet the needs of the mental health service system.
This authority would permit the Secretary to develop and evaluate
public and consumer education programs.

Section 201. Replacement of State Plan Program with Performance
Partnerships

The committee expects the Secretary to work in partnership with
the States, Indian tribes, local governments, providers, consumers,
and families of consumers. The aim of this partnership is to de-
velop and update national benchmarks—measures for determining
a State’'s performance in the provision of substance abuse treat-
ment and prevention services to: (1) reduce the incidence and prev-
alence of substance abuse and dependence; (2) improve access to
appropriate prevention and treatment programs for targeted popu-
lations; (3) enhance the effectiveness of substance abuse prevention
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and treatment programs; and (4) reduce the personal and commu-
nity risks for substance abuse.

The committee wishes to underscore the need for linkages be-
tween grantees and other relevant providers in areas such as pub-
lic health, HIV/AIDS, tuberculosis and immunization, juvenile and
criminal justice, and social services. In addition, the committee be-
lieves that coordination between grantees, States, and other rel-
evant providers is critical in order to avoid duplication of services
and strengthening systemic efforts to deal effectively with related
issues. The committee encourages SAMHSA to monitor a grantee’s
demonstrated development of such integrated comprehensive com-
munity-based services for substance abusers.

The committee expects the Secretary to negotiate individual per-
formance agreements with each State specifying State-specific pro-
gram goals, performance targets, and time frames. The committee
recognizes that States lack uniform data systems which are rel-
evant, sufficient, and appropriate to measure substance abuse out-
comes. Until such data systems become available to measure uni-
formly substance abuse treatment outcomes, States may select
process or capacity objectives to measure. No State is obligated to
enter into a Performance Partnership agreement before October 1,
1997.

The committee believes effective substance abuse and mental
health programs would benefit from relevant, sufficient, and effec-
tive data collection activities. Thus, the committee recognizes it is
also vital for the State and Federal Government to gather such in-
formation as efficiently as possible so that the State and Federal
Government do not divert scarce resources from the delivery of sub-
stance abuse prevention and treatment services.

The committee acknowledges the need for the Secretary of
Health and Human Services to consult with the State and others
in preparation for the implementation of the Performance Partner-
ship Grants. Further, the committee expects the Secretary and the
States to take into account all available information for identifying
high-priority substance abuse problems in each State—such as the
special needs of those who are co-morbid, crack-cocaine users, in-
jecting drug users, dually diagnosed, and/or pregnant. The commit-
tee intends for the States to meet the health needs of American In-
dians/Alaskan Natives who live within their boundaries.

Negotiations on Performance Partnerships

The committee emphasizes that the new formula grants author-
ized by this legislation are truly partnerships. Each State has the
authority to negotiate with the Secretary and the flexibility to se-
lect the most significant problems in the State that it intends to
address. The committee expects that the States and the Secretary
will make all reasonable efforts to agree on the Performance Part-
nerships to ensure that the most significant substance abuse treat-
ment and prevention needs of the States are appropriately ad-
dressed.

Community participation

The committee believes that, under the Performance Partner-
ships, individuals will receive the most benefit when States con-
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sider the viewpoints of local governments, providers, consumers,
and families of consumers. Thus, the legislation retains section
1941 of the Public Health Service Act.

Section 1941 requires States to make their performance agree-
ments public within the State in such a manner to facilitate com-
ment from any person or organization. As such, the committee be-
lieves that local governments, providers, consumers, and families of
consumers are assured an opportunity to comment on the Perform-
ance Partnership agreements. The committee strongly urges States
to continue to follow this provision.

Section 203. Tuberculosis and HIV

The tuberculosis and HIV provisions modify current law require-
ments. These modifications of current law provisions will be re-
quired only until a State begins its first PPG.

The tuberculosis provision revises the minimum threshold from
10 per 100,000 cases of AIDS to 15 per 100,000 at which point a
State is required to carry out HIV early intervention services. It is
the intent of the committee to raise the AIDS case-rate threshold
requirement for the provision of HIV early intervention services to
target resources more effectively to States with the greatest need
in addressing co-morbid conditions of substance abusers.

The committee recognizes the importance of screening substance
abusers for tuberculosis infection through conducting risk assess-
ments and testing for tuberculosis infection. The committee expects
States to establish linkages with State and local tuberculosis and
HIV/AIDS health providers in order to appropriately refer infected
substance abusers for medical evaluation and treatment.

The committee provides a “payor of last resort” provision to en-
sure that substance abuse treatment funds are used appropriately
and effectively for those activities and that other related activities
are provided through other appropriate providers and resources.

Section 204. Group homes for recovering substance abusers

It is the intent of the committee to provide greater flexibility to
States by requiring only States that have current obligations under
the revolving loan fund to continue their loan funds for group
homes for substance abusers. States which have not utilized or are
not currently providing for their loan fund would be exempt from
maintaining the establishment of such loan funds. The committee
encourages States which are eligible for this exemption to use
funds established under this provision to provide other substance
abuse treatment services.

Although the requirement for such funds to be maintained in any
State would be repealed on September 30, 1998, it is not the intent
of the committee to preclude any State from making funds avail-
able for this loan from other non-Federal resources.

Section 205. Sale of tobacco products to certain individuals

The committee reduces the tobacco regulation penalties for a
State found out of compliance with laws prohibiting the sale of to-
bacco products to individuals under the age of 18. This provision
would reduce the penalties by half from 10 percent to 5 percent in
the first year; 20 percent to 10 percent in the second year; 30 per-
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cent to 15 percent in the third year; and 40 percent to 20 percent
in the fourth year. The committee has been told by the States that
this penalty is overly burdensome and reduction in these penalties
will not lessen their efforts to comply with this statute.

The committee emphasizes that while the penalties for the to-
bacco (Synar) requirements have been reduced, a State's obligation
under current statute has not been amended. Further, this reduc-
tion does not reflect the views of the committee regarding the seri-
ousness and efforts of States enforcing this requirement.

As such, the committee strongly encourages the States to in-
crease their efforts in reviewing and monitoring the compliance
with these laws within their State. Also, the committee
reemphasizes that the Secretary should ensure that all States have
in effect laws prohibiting the sale of tobacco products to individuals
under the age of 18.

The committee believes that promulgation of regulations imple-
menting these laws, which were passed nearly 4 years ago and are
known as the Synar Amendment, is of paramount importance. The
committee calls on the Secretary promptly to publish final regula-
tions implementing these laws.

Section 206(c). Priority admission

The committee bill repeals section 1923 of the Public Health
Service Act, which requires States to ensure that injecting drug
abusers who seek treatment are admitted for treatment within 14
days or are provided with interim services and treatment within
120 days if program capacity is full.

The committee recognizes a continuing need to place a Federal
priority on treatment and admission of injecting drug users (IDUSs)
and others, such as crack-cocaine users, at greatest risk of contract-
ing HIV infection. Almost three quarters of new HIV infections in
1994 occurred among substance abusers, mainly injecting drug
users and crack-cocaine addicts (unpublished data, Centers for Dis-
ease Control and Prevention, as reported in the New York Times,
February 28, 1995).

The committee included a provision to replace the aforemen-
tioned provision with a requirement that States will ensure that,
in the provision of substance abuse treatment, priority admission
will be given to IDUs and others at greatest risk for HIV infection.

The committee defines “priority” to mean that States would give
additional consideration to IDUs and others at greatest risk for
HIV infection. The committee encourages States to develop a sys-
tem to identify all IDUs and others at-risk of HIV infection who
seek treatment in order to place all such persons identified in
treatment in a timely manner. This definition was not included in
S. 1180 as originally drafted nor was it included the ADAMHA Re-
organization Act (P.L. 102-321).

The committee expects States to apportion their PPG funds to
provide for activities for their State-specific populations and, if ap-
propriate, IDUs and crack-cocaine users to prevent the spread of
HIV infection.

It is not the intent of the committee to mandate how States im-
plement such priority, to impose set-asides, or to impose a mini-
mum allocation. The intent of the committee in repealing this sec-
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tion along with a number of other provisions and set-asides is to
promote greater flexibility and discretion for States in the manner
in which they administer their PPG funds.

Section 207. State opportunity to correct or mitigate failure to main-
tain effort

The committee remains concerned that States may redirect funds
previously allocated for substance abuse treatment programs to
meet other State priorities. The committee strongly discourages
such a practice.

The intent of this provision is to allow States who are not in com-
pliance with the maintenance-of-effort requirements, 1 year after
being informed, to correct or mitigate the situation. If the Secretary
determines that a State is not in compliance, the committee expects
that any penalty will be first imposed to allowances that would not
detract from the provision of substance abuse prevention and treat-
ment services for the people most in need.

Section 208. Funding for organizations that are for-profit

The committee recognizes that, since 1981, for-profit entities
have not been eligible for block grant or categorical funding author-
ized under this act. The intent of the committee in establishing cer-
tain “safeguards is not to preclude for-profits from receiving block
grant funds but to ensure that the quality and comprehensiveness
of care is strengthened.

The committee believes that, in order to improve the quality and
comprehensiveness of care, States may need to integrate further
their public and private health systems. As such, it is the intent
of the committee that this provision would provide flexibility for
States to utilize the services of substance abuse treatment man-
aged care programs. This will allow States to operate Medicaid and
other managed substance abuse treatment programs to facilitate
integration of substance abuse treatment services within each
State to achieve standardization of care and cost reductions while
continuing to ensure quality service. Further, for the first time,
this provision would allow the Secretary to look at the relationship
between the public and nonprofit entities and the private for-profit
sector.

Section 210. Data collection, technical assistance, and evaluations

The committee recognizes the need for States to develop and
strengthen their capacity for data collection in order to measure
substance abuse prevention and treatment outcomes. The intent of
the committee is to permit the Secretary to reserve up to 5 percent
of the amount appropriated in any fiscal year for necessary data
collection, technical assistance, and program evaluation. The com-
mittee encourages the Secretary in partnership with the States, In-
dian tribes, local governments, providers, consumers, and families
of consumers to develop data systems which are relevant, suffi-
cient, and appropriate to measure State-specific and national out-
comes.
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Sections 211 and 213. Priority substance abuse treatment and pre-
vention needs of regional and national significance and section
212 repeals

The committee recognizes that substance abuse treatment and
prevention are integral parts of a continuum of care for substance
abusers. The committee also acknowledges that substance abuse
prevention and treatment are very different specialties that involve
different skills, procedures, and populations served. The committee
also recognizes these discrete disciplines each demand their own
independent consolidated research, demonstration, and evaluation.

The intent of the committee is to consolidate programs by elimi-
nating separate categorical funding. Approximately 13 separate
categorical programs would be consolidated into a substance abuse
prevention demonstration and training authority and a substance
abuse treatment demonstration and training authority. This con-
solidation will streamline program operations and enhance flexibil-
ity to both States and the Federal Government. Further, the com-
mittee believes a targeted demonstration agenda will allow for the
development of partnerships between the State, local, and Federal
Government to identify and prioritize major issues facing the sub-
stance abuse prevention fields.

The intent of this provision is to provide the Secretary with flexi-
bility to develop information and knowledge of immediate use to
service providers and policy makers. The committee expects the
Secretary in partnership with the State, local government, commu-
nity representatives, Indian tribes, and tribal organizations to de-
velop projects that will be helpful to the States based on informa-
tion from these organizations.

The Secretary may make grants to and enter into contracts and
cooperative agreements with States, political divisions of States,
and private entities (including nonprofit, Indian tribes and tribal
organizations) and may establish financial matching, maintenance-
of-effort, and nonsupplantation requirements. Each project will be
required to have a strong evaluation component and to compare
outcomes against anticipated results. The committee expects that
outcomes will be reported on an ongoing basis throughout projects
and that results will be quickly disseminated to the States, local
jurisdictions, providers, consumers, and families of consumers.

The committee believes the treatment authority will provide the
Secretary with the opportunity to assess innovative systems of pro-
viding comprehensive, integrated services to priority populations
such as pregnant substance abusers, crack-cocaine users, injecting
drug users, the dually diagnosed, and others. It will permit the ex-
ploration of the provision of substance abuse services through man-
aged care systems and the development of quality standards.

Further, the treatment provision allows the Secretary to develop
and evaluate new technologies. It also provides authority for the
Secretary to assess methods to train specialty and primary care
personnel to meet the needs of the substance abuse service system.
This authority would permit the Secretary to develop and evaluate
public and consumer education programs.

The committee believes the prevention authority will provide the
Secretary with the opportunity to assess innovative systems of pro-
viding comprehensive, integrated service for priority populations
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such as high-risk youth, children of substance abusers, and others.
It will permit the exploration of the provision of substance abuse
prevention services through managed care system and the develop-
ment of quality standards.

Several General Accounting Office reports have concluded that
the Center for Substance Abuse Prevention (CSAP) is not using
Federal funds for lobbying or excluding specific qualified grantees.
However, the committee is concerned that the CSAP may have
adopted an informal policy of funding only grantees which have not
received funding from sources within the alcohol or tobacco indus-
tries. The committee directs CSAP to provide grants solely on the
basis of merit.

Treatment preference for pregnant women

The committee recognizes a continuing need to place a Federal
preference on the treatment of pregnant substance-abusing women.
Because pregnant substance-abusing women require unique serv-
ices, such as prenatal care and child care in conjunction with drug
treatment and because both the life and health of the pregnant
woman and her child are threatened, the committee has main-
tained the requirement for States to ensure that pregnant sub-
stance-abusing women are given preference in admission to sub-
stance abuse treatment facilities.

The committee defines “preference” to mean that States would
place pregnant substance-abusing women above all other State-spe-
cific populations in admissions to substance abuse treatment facili-
ties. This definition was not included in S. 1180 as originally draft-
ed nor was it included in the ADAMHA Reorganization Act (P.L.
102-321).

It is not the intent of the committee to mandate how States im-
plement such preference, to impose set-asides, or to impose a mini-
mum allocation. The intent of the committee in maintaining section
1927 of P.L. 102-321 is to maintain a national focus on the impact
of maternal drug use on infants and children and the preferential
availability of substance abuse treatment for women.

Formula grants to States

The ADAMHA Reorganization Act of 1992 revised the formula by
which the Federal Government allocates funds to the States for the
provision of substance abuse treatment and prevention and mental
health services. Many of these changes were the subject of debate
in the Senate. There are many issues regarding the formula, but
the major issue concerning the formula is one of equity.

The ADAMHA Reorganization Act authorized a study to review
the “validity and relevance” of factors currently included in the
Substance Abuse Prevention and Treatment and the Community
Mental Health Block Grant formula in order to assess the appro-
priateness of these factors and to identify additional factors that
Congress may wish to consider to attain greater equity among the
States. The RAND Corporation was awarded a contract by the Sub-
stance Abuse and Mental Health Services Administration to exam-
ine the current factors of the formula in an attempt to resolve this
issue. Because this report is not yet available, this legislation
maintains the current formula.
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Further, the committee is aware of the Secretary’s decision to
make refinements in the methodology of the “data proxy for labor”
of the “cost of services index” in the Substance Abuse Prevention
and Treatment and Community Mental Health Services Block
Grant formulae.

The committee recognizes the discretion the current legislation
grants the Secretary to make such refinements, in consultation
with appropriate personnel. However, the legislation also requires
the Secretary to publish this change in the Federal Register. The
committee expects the Secretary to publish this change in the Fed-
eral Register immediately.

TITLE 111 GENERAL PROVISIONS

Section 302. Additional requirements

States are given greater flexibility and discretion in conducting
a review of their treatment programs. States may use existing
State accreditation and certification standards to assess the qual-
ity, appropriateness, and efficacy of federally funded treatment pro-
grams. The committee recognizes that a significant number of
States which support prevention programs and some mental health
programs do not have accreditation and certification standards in
place. The committee strongly encourages these States to establish
these procedures to carry out this provision.

Section 303. On-site performance reviews

The committee included a provision to replace the current re-
quirement for annual investigations by the Secretary of expendi-
tures in at least 10 States with a requirement that the Secretary
perform on-site performance reviews in each State every 3 to 5
years. The purpose of this provision is to ensure that States are not
subject to burdensome requirements and to streamline Federal
management.

Section 304. Additional year for obligation by States

The committee included this provision to provide States with
greater flexibility to obligate and spend their PPG allotments with-
in 2 years and to replace the current requirements of 1 year to obli-
gate funds and 1 year for direct spending.

Section 309. Advisory councils

The committee amended current advisory council membership re-
quirements to include leading representatives from State and local
governments to ensure that all interested parties have an oppor-
tunity to participate effectively in the functions and activities of the
advisory council.

TITLE IV. REAUTHORIZATION OF PROTECTION AND ADVOCACY

Title 1V includes several amendments. The committee has
amended the title of the Protection and Advocacy For Mentally il
Individuals Act of 1986 to the Protection and Advocacy for Individ-
uals with Mental Illnesses Act. The program is reauthorized
through fiscal year 1999.
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The committee has amended the minimum allotment formula in
Section 112 of Public Law 99-319 to match the change in the De-
velopmental Disabilities Act. The recommended language is con-
sistent with the change made to the formula of the Protection and
Advocacy Systems authorized in the Developmental Disabilities
Act. The committee recognizes that this amendment would prevent
the loss of already limited funding to States and territories in pro-
viding the vital investigative and protective services for individuals
who may have suffered abuses while undergoing care or treatment
in mental health facilities.

The intent of the committee in amending this legislation is to
change the current statute to require the State minimum of $260
thousand to be reduced to $140 thousand. The minimum allotment
would be based in any fiscal year on the percentage increase/de-
crease over the fiscal year 1995 appropriation. The amended for-
mula prescribes a minimum allotment for States as being $260
thousand and for the Pacific Islands and Territories, $139,300.

TITLE V. REAUTHORIZATION OF CERTAIN INSTITUTES

Title V extends the authorities for the National Institute of Alco-
hol Abuse and Alcoholism (NIAAA), the National Institute on Drug
Abuse (NIDA), the National Institute of Mental Health (NIMH),
and the medication development program through fiscal year 1996.
The intent of the committee is to reauthorize each of the institutes
and programs for only 1 year in order to correspond with the reau-
thorization of the entire National Institutes of Health.

TITLE VI. TRANSITION PROVISIONS AND EFFECTIVE DATES

Title VI is intended to provide substantial leeway to States and
the Secretary of Health and Human Services in developing and im-
plementing a process to develop the PPGs. In carrying out this new
authority, the committee expects the Secretary to establish an advi-
sory process. The Secretary in partnership with the States, local
governments, Indian Tribes, substance abuse and mental health
providers, consumers and their families, researchers, and all other
individuals who have technical expertise will be included in the ad-
visory process to develop the model set of mental health and sub-
stance abuse prevention and treatment objectives and performance
measures. Further, these partnerships will be consulted in deter-
mining and establishing relevant, sufficient, and available data
systems.

In addition, this provision provides the Secretary with the flexi-
bility to award a contract to an independent entity to conduct a
technical review panel to determine the availability, relevancy, and
sufficiency of data sets currently existing to measure the model set
of mental health and substance abuse prevention and treatment
objectives. The committee expects the Secretary to take into ac-
count all available information during this analysis. The committee
emphasizes the importance of partnerships in developing the model
set of objectives and data systems.

The committee recognizes the complexity of implementing new
approaches and does not intend for the Performance Partnerships
negotiation process to be burdensome. The committee has included
a minimum 2-year transition period before States are required to
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negotiate the Performance Partnership Grants. Also, this provision
provides flexibility for those States that would like to negotiate
their PPGs sooner.

To provide States with even greater flexibility in establishing
State-specific objectives, set-asides requiring States to spend at
least 35 percent of their allocation for activities related to alcohol
and 35 percent for drug activities are repealed upon enactment of
the legislation. Also, States would be required to follow current law
for other set-asides until all mandates and set-asides are repealed
when the Performance Partnership Grants (PPGs) begin in fiscal
year 1998.

However, separate provisions relating to a substance abuse treat-
ment preference for women, priority admission for injecting drug
users and others who are at greatest risk for HIV infection, tobacco
regulations, and the 20 percent set-aside for substance abuse pre-
vention would be maintained.

Repealed mandates and set-asides include requirements relating
to:
A minimum allocation of funds for services to pregnant
women and women with dependent children.
Timely access to treatment for injecting drug users.
Provision of tuberculosis and HIV early intervention serv-
ices.
Submission of an annual statewide assessment of needs.
Establishment of State revolving loans for group homes for
recovering substance abusers.

Because the PPGs are designed to ensure accountability through
State-selected objectives and data-driven decision making, these
provisions will no longer be needed to assure accountability when
the PPGs are implemented.

V. CosT ESTIMATE

U.S. CONGRESS,
CONGRESSIONAL BUDGET OFFICE,
Washington, DC, December 7, 1995.
Hon. NANCY LANDON KASSEBAUM,
Chairman, Committee on Labor and Human Resources, U.S. Sen-
ate, Washington, DC.

Dear Mabpam CHAIRMAN: The Congressional Budget Office has
reviewed S. 1180, the SAMHSA Reauthorization, Flexibility En-
hancement and Consolidation Act of 1995, as ordered reported by
the Senate Committee on Labor and Human Resources on October
12, 1995.

Enactment of S. 1180 would not affect direct spending or re-
ceipts. Therefore, pay-as-you-go procedures would not apply to the
bill.

If you wish further details on this estimate, we will be pleased
to provide them. The CBO staff contacts are Anne Hunt and Marc
Nicole.

Sincerely,
JuNE E. O'NEILL, Director.



26

CONGRESSIONAL BUDGET OFFICE COST ESTIMATE

1. Bill number: S. 1180.

2. Bill title: SAMHSA Reauthorization, Flexibility Enhancement
and Consolidation Act of 1995.

3. Bill status: As ordered reported by the Senate Committee on
Labor and Human Resources on October 12, 1995.

4. Bill purpose: S. 1180 would reauthorize select programs of the
Substance Abuse and Mental Health Services Administration
(SAMHSA), and would consolidate the agency’'s multiple dem-
onstration and training programs into three programs. The pro-
posal would also replace SAMHSA's Mental Health and Substance
Abuse Block Grants with Mental Health and Substance Abuse Per-
formance Partnerships. Finally, the bill would reauthorize three in-
stitutes within the National Institutes of Health: the National In-
stitute of Alcohol Abuse and Alcoholism (NIAAA), the National In-
stitute on Drug Abuse (NIDA) and the National Institute of Mental
Health (NIMH).

5. Estimated cost to the Federal Government: The table below
summarizes the budgetary impact of the legislation under two dif-
ferent sets of assumptions. The first set of assumptions adjusts the
estimated amounts for discretionary inflation after fiscal year 1996;
the second set of assumptions does not account for projected infla-
tion. Most of the spending that would occur under S. 1180 would
be subject to the availability of appropriated funds. For the pur-
poses of this estimate, CBO assumes that all funds authorized by
the bill for the 1996-1999 period will be appropriated. For 1996,
the additional costs represent funding above the levels provided in
the continuing resolution through December 15, 1995.

Estimated outlays summarized below are based on historical
spending patterns of existing programs administered by SAMHSA,
NIAAA, NIDA, and NIMH.

[By fiscal years, in millions of dollars]

1995 1996 1997 1998 1999 2000

With Discretionary Inflation
Spending Under Current Law:
Budget authority .........cccoverrrnicrinnne . 3162 911 370 383 396 411
Estimated outlays ....... 3140 2,124 1,118 484 386 400
Change in Spending Resulting from the Proposal:

Budget authority .........ccccoverrnienenns L s 2,402 1,853 1,917 1981 —411

Estimated outlays ....... e e 1,134 1,722 1,979 1,932 952
Spending Under Proposal:

Budget authority ..........ccouevvrririennne C 3313 2223 2300 2377 0

Estimated outlays ....... e 3258 2840 2463 2318 1352

Without Discretionary Inflation
Spending Under Current Law:

Budget authority ... . 3,162 900 346 346 346 346

Estimated outlays ...... .. 3140 2119 1103 457 346 346
Change in Spending Resulting from the Proposal:

Budget authority .........ccccouerrrniceennne - L 2376 1805 1,806 1,806 —346

Estimated outlays ....... e 1123 1,691 1,908 1,805 891
Spending Under Proposal:

Budget authority ... C e 3,275 2,151 2,152 2,152 0

Estimated outlays ....... et e 3,242 2,795 2,365 2,152 1,237

The cost of this bill falls within budget function 550.
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6. Basis of the estimate: Mental Health Performance Partner-
ships. S. 1180 would replace SAMHSA's state Mental Health Block
Grant with a Mental Health Performance Partnership program.
The proposal would authorize $280 million for this program in
1996 and such sums as necessary through 1999. Accounting for dis-
cretionary inflation, this program would cost $310 million in 1999.
The Secretary must reserve 5 percent of the funds appropriated in
a fiscal year for data collection, program evaluation and the provi-
sion of technical assistance to the States.

The Performance Partnership program is intended to facilitate
access to comprehensive community mental health services and to
foster the development of networks of integrated comprehensive
community-based mental health services. States could enter into
performance partnerships with the Secretary of Health and Human
Services. The Secretary, in conjunction with these States and other
groups, would develop objectives to help States and grant recipients
fulfill specific programmatic goals. States applying for Mental
Health Performance Partnership grants must submit a proposal to
the Secretary that addresses one or more of these objectives.

S. 1180 would also change the penalty imposed on a State that
does not maintain “material compliance” with its performance part-
nership. Under current law, the Secretary reduces the amount allo-
cated to a noncompliant state by the amount of its material failure
for the previous fiscal year. Under the proposal, the Secretary could
give a noncompliant State one year in which to correct or mitigate
its noncompliance. If the State failed to correct or mitigate the situ-
ation within 1 year, the Secretary could reduce the State’s grant
by an amount equal to its material failure.

Additionally, the bill would prohibit States from using more than
10 percent of their mental health grants funds for carrying out sub-
stance abuse programs.

Priority Mental Health Needs of Regional and National Signifi-
cance. The proposal would merge SAMHSA's current mental health
demonstration and training programs into a single program—the
Priority Mental Health Needs of Regional and National Signifi-
cance program. S. 1180 would authorize $50 million for the pro-
gram in 1996 and 1997, $30 million in 1998, and such sums as nec-
essary in 1999. Accounting for discretionary inflation, $31 million
would be authorized in 1999. States could apply to the program for
grants to provide training; prevention, treatment and rehabilitation
demonstration programs; and evaluations of these demonstration
programs.

PATH Program. The Projects for Assistance in Transition from
Homelessness (PATH) program would be reauthorized through
1999. The proposed legislation would authorize $29 million in 1996
and $50 million in 1999. In reauthorizing the PATH program, the
bill would eliminate funding for the Access to Community Care and
Effective Services and Supports (ACCESS) program.

Comprehensive Community Services for Children. S. 1180 would
reauthorize the Comprehensive Community Services for Children
with a Serious Emotional Disturbance program through 1999. The
bill would authorize $60 million for the program in 1996 and such
sums as necessary for 1997 through 1999. Accounting for discre-
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tionary inflation, this amount would increase to $66 million by
1999.

Substance Abuse Performance Partnerships. S. 1180 would re-
place the Substance Abuse and Treatment Block Grant and the Ca-
pacity Expansion Program with a Substance Abuse Performance
Partnership program. The bill would authorize $1.3 billion for 1996
and such sums as necessary for 1997 through 1999. Allowing for
inflation, 1999 authorizations would total $1.4 billion. Of the funds
appropriated each fiscal year, the Secretary must reserve five per-
cent for the purpose of data collection and the provision of technical
assistance to the states.

Under this program, the Secretary would work with the States
and other groups to develop a list of programmatic objectives, with
the goal of reducing the prevalence of substance abuse and improv-
ing community access to preventive and treatment services. States
applying for grants under this provision would be required to sub-
mit plans addressing one or more of these performance partnership
objectives. S. 1180 would retain the current method for determin-
ing the amount of States’ funding allocations, although it would re-
peal the current minimum grant amounts.

This provision would repeal or amend some of the specific set-
asides and allocations required under current law, while retaining
others. For example, S. 1180 would repeal current set-asides for
funding services to pregnant women and tuberculosis services for
individuals receiving substance abuse treatment.

Priority Substance Abuse Treatment Needs of Significance. S.
1180 would replace SAMHSA'’s substance abuse treatment dem-
onstration and training programs with a single program—the Pri-
ority Substance Abuse Treatment Needs of Regional and National
Significance program. The proposal would authorize $195 million
for this program in 1996 and such sums as necessary through
1999. Accounting for inflation, 1999 authorizations would be $216
million. The bill would also require that the Secretary create edu-
cation and information programs to publicly disseminate the find-
ings of the demonstration programs funded under this provision.

Priority Substance Abuse Prevention Needs of Significance. The
bill would similarly consolidate SAMHSA'’s substance abuse pre-
vention demonstration and training programs into the Priority
Substance Abuse Prevention Needs of Regional and National Sig-
nificance program. This program would have essentially the same
features and requirements as the program discussed above. This
program would be authorized at $215 million for 1996 and such
sums as necessary through 1999. Accounting for discretionary in-
flation, 1999 authorizations would be $238 million.

Finally, S. 1180 would prohibit States from using more than 10
percent of their substance abuse grant funds for carrying out men-
tal health programs.

Protection and Advocacy. S. 1180 would reauthorize the Protec-
tion and Advocacy for Mentally Il Individuals Act of 1986 (Public
Law 99-319) at such sums as necessary for 1996 through 1999. Ad-
justing 1995 appropriations for inflation, CBO estimates that $23
million would be authorized in 1996 and $25 million in 1999. This
provision would also revise the formula currently used to determine
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the minimum grant amounts to be allocated to the States and terri-
tories.

Reauthorization of NIAAA, NIDA and NIMH. S. 1180 would re-
authorize three institutes within the National Institutes of Health
through 1996. NIAAA would be reauthorized at $181 million, while
NIMH would be reauthorized at $588 million. The bill would au-
thorize $292 million for NIDA and $101 million for the institute’s
Medication Development Program.

7. Pay-as-you-go considerations: None.

8. Estimated cost to State and local governments: S. 1180 would
consolidate and reauthorize various SAMHSA programs. These pro-
grams, which are all voluntary, provide grants to State govern-
ments and other nonprofit entities. The primary effect of these
changes would be to provide States with additional flexibility in
using grant funds. The authorized funding levels for fiscal year
1996 would be roughly equivalent to the fiscal year 1995 appropria-
tions.

In particular, the bill would replace the Substance Abuse and
Mental Health Block Grant programs with Performance Partner-
ship programs. The bill would also provide States with flexibility
in allocating these funds and an additional year to obligate them.
In addition, the bill would consolidate more than a dozen training,
treatment, and prevention programs that address mental health
and substance abuse needs into three programs. Finally, the bill
would reauthorize a number of other mental health and substance
abuse programs and three institutes within NIH that address these
problems.

9. Estimate comparison: None.

10. Previous CBO estimate: None.

11. Estimate prepared by: Anne Hunt and Marc Nicole.

12. Estimate approved by: Paul N. Van de Water, Assistant Di-
rector for Budget Analysis.

V1. REGULATORY IMPACT STATEMENT

The committee has determined that there will be no increase in
the regulatory burden of paperwork as the result of this bill.

VIl. SECTION-BY-SECTION ANALYSIS

Section 1 of the bill cites the short title of the act, provides that
references in the bill are to the Public Health Service (PHS) Act,
and provides a table of contents for the bill.

TITLE I—MENTAL HEALTH

Section 101(a) of the bill repeals Sections 1911, 1912, and 1913
of the PHS Act referring to Formula Grants to States for Mental
Health Services, State Plan for Comprehensive Community Mental
Health Services, and Certain Agreements, respectively.

Section 101(b) inserts new Sections 1911, 1912, and 1913 of the
PHS Act. The new section 1911(a) describes the goal of the Per-
formance Partnership authorized in this bill—for the States and
the Federal Government, working together, to improve the overall
mental health of U.S. citizens and the quality of life of adults with
serious illness and children with serious emotional disturbance, by
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promoting access to comprehensive community mental services for
these populations; and to increase the development of systems of
integrated comprehensive community-based services for such indi-
viduals.

Systems of integrated comprehensive community-based services
are defined to mean “integrated systems of care that would enable
children and adults to receive care appropriate for their multiple
needs.” With respect to children, such integrated systems of care
would ensure the provision, in a collaborative manner, of mental
health, substance abuse, education and special education, juvenile
justice, and child welfare services. For adults, such integrated sys-
tems would ensure the provision, in a collaborative manner, of
mental health, vocational rehabilitation, housing, criminal justice,
health, and substance abuse services.

The new section 1911(b) directs the Secretary, no earlier than
October 1, 1997, in consultation with the States, local governments,
Indian tribes, health care providers, consumers, and families, to es-
tablish, and as necessary periodically revise, a list of Performance
Partnership objectives and a core set of not more than 5 such objec-
tives that address mental health problems of national significance.
Each such objective shall include a qualitative or quantitative per-
formance indicator; the specific population being addressed; a per-
formance target; and a date by which the target level is to be
achieved.

In establishing objectives, the Secretary shall be guided by the
following principles: (A) the objectives should be closely related to
the goals of this subpart and be viewed as important by and under-
standable to the State policy makers and the general public; (B)
the actions taken under a partnership agreement should be ex-
pected to have an impact on the objective; (C) the objectives should
be results-oriented, including a suitable mix of outcome, process,
and capacity measures; (D) in the case of an objective that has suit-
able outcome measures, measurable progress in achieving the ob-
jective should be expected over the period of the grant; (E) in the
case of an objective that has suitable process or capacity measures,
such objective should be demonstrably linked to the achievement
of, or demonstrate the potential to achieve, a mental health out-
come; and (F) data to track the objective should, to the extent prac-
ticable, be comparable for all grant recipients, meet reasonable sta-
tistical standards for quality, and be available in a timely fashion,
at appropriate periodicity, and at reasonable cost.

The new Section 1912 of the PHS Act as authorized by the bill
requires a State, in order to be eligible for a grant, to prepare and
submit a Performance Partnership proposal that would appro-
priately address the most significant mental health problems (as
measured by applicable indicators) within the State. Such a pro-
posal would contain: (1) a list of one or more objectives (derived
from the objectives under section 1911(b)), including at least one
objective in the children’s area, toward which the State will work
and a performance target for each objective which the State will
seek to achieve by the end of the partnership period; (2) a rationale
for the State’s selection of objectives, including any performance
targets, and time frames; (3) a statement of the State’s strategies
for achieving the objectives over the course of the grant period and
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evidence that the actions taken under a partnership agreement will
have an impact on the objective; (4) a statement of the amount to
be expended to carry out the strategy; and (5) an assurance that
the State will report annually on all core performance objectives es-
tablished under section 1911(b) and the specific objectives toward
which the State will work under the Performance Partnership. A
State may select an objective that is not an established objective
under section 1911 if it demonstrates to the Secretary that the ob-
jective relates to a significant mental health problem in the State
that would not otherwise be appropriately addressed. The Sec-
retary may require that objectives and requirements be developed
by the State in a manner consistent with requirements of section
1911(b).

The new section 1912(c) allows the State to select objectives
which have only process or capacity measures until the Secretary
determines that data sets are readily available, suffi